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16 Herchuelz A, Lebrun P, Carpinelli A, Sener A, Malaisse WJ. Regulation of calcium fluxes in rat pancreatic islets: quinine mimics the dual effect of glucose on calcium movements. Biochem Biophys Acta 1981;640:16-30 (Accepted 29 November 1985) Meningococcal septicaemia presenting as drug hypersensitivity A case is reported of meningococcal septicaemia presenting as an acute vasculitis without any features of meningitis. Hypersensitivity reactions to drugs commonly present as an acute vasculitis and may require treatment with corticosteroids. Even when clinical and microbiological features ofinfection and meningitis are absent, it is wise to combine steroid therapy for acute vasculitis with an antibiotic.
Case report A 60-year-old housewife was admitted with an acute onset of severe widespread arthralgia. The previous day she had developed a red rash on her arms, mild fever and malaise and a red painless injected eye. There was no loss of vision, photophobia or headache.
Nine months previously she had been treated for osteoarthrosis with fenbufen. She had taken 2 tablets for several days prior to this admission. Her only other therapy was thyroxine 0.1 mg daily for hypothyroidism following treatment of thyrotoxicosis with radioiodine in 1980.
On examination she was apyrexial, pulse 80 per minute, blood pressure 140/70 mmHg. There was a purpuric vasculitic rash affecting the limbs and conjunctival injection in the right eye. The fundi, pupil reactions and vision were normal. All limb joints were tender with painful limitation of movement but there were no effusions or soft tissue swelling. She had widespread muscle tenderness and weakness that was more marked distally. There was no neck stiffness and Kernig's sign was negative.
Investigations were as follows: Hb 11.9 g/dl, WBC 19.4 x 109/1 (97% neutrophils, 3% lymphocytes), platelets and clotting times normal; ESR 105 mm/h, ASOT, antinuclear factor and rheumatoid factor were negative and complement levels were normal. An electromyogram showed patchy excess of short polyphasic units indicating a myopathic lesion and serum creatinine phosphokinase levels were elevated at 399 iu (normal range 0-200). Initial blood cultures x 6, throat and nose swabs x 3 and gonococcal complement fixation tests were all negative.
Over the next two days she developed a pyrexia of 39°C and was increasingly unwell. Since numerous bacteriological cultures were all negative, it was felt she had a hypersensitivity reaction to fenbufen and she was commenced on prednisolone 30 mg daily. Her temperature fell and the rash began to resolve. However, muscle weakness and tenderness persisted. Eight days after admission she awoke with a totally blind, painless left eye. The vitreous was opaque so that the fundus could not be seen. Intraocular pressure was low. Blood cultures and nose and throat swabs were repeated. The dose of oral prednisolone was increased to 80 mg daily. In addition she was treated with local dexamethasone 0.1%, cyclopentolate 1% and atropine 1% eye drops.
Six days later and two weeks after admission, blood cultures grew Neisseria meningitidis. The organism was also cultured from nose and throat swabs which had initially been clear. She was commenced on erythromycin and continued to take prednisolone 80mg daily. Within three days the cutaneous vasculitis and arthralgia had resolved. Antibiotics were continued for two weeks and the dose of steroids was gradually reduced. Four weeks after admission the myopathy had totally resolved. She was referred to Moorfields Hospital (Mr Peter Leaver) where a diagnosis of retinal detachment secondary to vitreous collapse was made and the retinal detachment was repaired. The vision in her left eye gradually improved.
Discussion
The fact that many patients who have a meningococcal infection do not have meningitis is well recognized'. This patient did not have neck stiffness or photophobia and there were no other signs of meningism. Since her illness had all the features of an allergic vasculitis following ingestion of fenbufen, she was commenced on steroid therapy. Six initial blood cultures did not grow N. meningitidis and it was only when steroid treatment was started that they became positive. It seems probable, therefore, that steroid therapy precipitated the development of a florid bacteraemia. The illness rapidly resolved when antibiotics were commenced.
Vitreous collapse may occur in any septicaemia. In many parts of the world tuberculosis is still exceedingly common; its incidence in the UK, however, is declining. A case is reported of tuberculosis of the pubic symphysis, a rare manifestation of what has become a rather unusual disease.
Case report A 41-year-old African female staff nurse was referred for investigation of multiple sinuses in the groin. She had been resident in Britain for 12 years. In early adolescence she had undergone left salpingectomy for bilharzia, and in her twenties had had extensive investigations and 'tubal surgery' for infertility. Nine months prior to admission an abscess developed in the left groin which the patient incised herself. The wound was slow to close but eventually healed completely. Three months later there was spontaneous discharge of an abscess at the top of the right thigh. This failed to close and continued to discharge. One month later yet another abscess appeared low in the right side of the anterior abdominal wall. This, too, drained spontaneously but failed to heal. She consulted her general practitioner who referred her for investigation with a provisional diagnosis of Crohn's disease. The patient denied any systemic disturbance, back pain, difficulty in walking or contact with tuberculosis.
_::,~~~~~~~~~~~~~~.S''.:
. Figure 1 Radiograph of pelvis showing bony destruction sequestra and separation ofpubic symphysis She was obese and apyrexial with no suggestion of ill health. There was no generalized lymphadenopathy. The chest was clear and spinal examination revealed no abnormality. The gait was normal. Abdominal examination revealed multiple scars, from previous gynaecological operations and from healed sinuses. There were two discharging sinuses, one on the upper medial aspect of the right thigh and the other low on the anterior abdominal wall on the right. There was much induration around the sinuses.
All blood parameters were normal, with the exception of the ESR which was elevated at 90mm/hour. Chest X-ray was within normal limits; radiography of the pelvis revealed marked bone destruction around the pubic symphysis, considerable diastasis and the presence of several sequestra (Figure 1) . Culture of the discharge and currettings from the sinuses revealed Staphylococcus aureus.
Initial treatment with sodium fusidate (Fucidin) and flucloxacillin had little effect and thus open drainage and biopsy were undertaken. The 'symphysis' was approached via a low transverse incision. The cavity was partially filled with atypical granulation tissue and several small sequestra. The cavity and the sinuses were thoroughly curretted and washed out, the wound closed and the cavity drained. Following operation the wound discharged for several weeks; the sinuses, however, closed swiftly. Histology of the tissue taken at operation revealed nonspecific chronic inflammatory changes only. Culture, however, grew Myobacterium tuberculosis. The patient was then started on a regimen of rifampicin 600 mg, ethambutol 1200 mg, isoniazid 300mg and pyridoxine 10mg daily which, after six months, was changed to Rifinah 300 (rifampicin+ isoniazid) twice daily.
Six weeks later all sinuses had healed and the only untoward symptom was slight nausea after taking the drugs. It is proposed to maintain antituberculous therapy for at least one year. The Royal Society of Medicine
